"I am sure our lives would be more tranquil if we were able to operate only upon slack brains."--WILLIAM J. GERMAN S URGERY of tumours of the posterior fossa is associated with higher mortality than surgery of supratentorial tumours. The mortality for various cerebellar tumours varied between 10 and ~3 per cent in Cushing's series2 Grant, 2 in a study of ~00 gliomas of the posterior fossa in children, reported a mortality of 3~-50 per cent depending on the type of tumour. Our operative mortality for gliomas of the posterior fossa has been 40-50 per cent.
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Death usually is caused by increased intracranial tension which, although continually present, is at its worst during the second and third day after operation. In an attempt to reduce this elevated pressure many centers use continuous ventricular drainage before, during and after operation.
Because of the danger of infection associated with indwelling ventricular catheters, our practice has been to rely more heavily upon intermittent ventricular punctures.
Ventriculo-atrial shunt with the PudenzHeyer or Spitz-Holter valve offers a safe method for continuous ventricular drainage. During the past year we have used the Pudenz-Heyer valve for pre-operative, operative and postoperative management of 13 patients with posterior-fossa tumours. The results have been so impressive that we feel this preliminary report is justified.
Material
The patients were selected at random from those requiring operation for posterior-fossa tumours.
Method and Results

Vcntriculo-atrial shunt with the Pudenz
Received for publication September ~5, 1962. valve was instituted as soon as the clinical diagnosis of a space-occupying lesion in the posterior fossa was made. Following shunt the patients showed rapid improvement. Headache and vomiting stopped; vision, if lost recently, returned; and false localising signs disappeared. Surprisingly, classical signs of cerebellar dysfunction such as incoordination and ataxia also frequently showed improvement.
If the diagnosis of a posterior-fossa spaceoccupying lesion was questionable, a fractional pneumoencephalogram was done a few days following the shunt. This diagnostic procedure, although more useful than ventriculography in delineating posterior-fossa tumours, usually is not restorted to for fear of coning. With the shunt in situ, however, the possibility of this complication is reduced markedly. With the shunt in place we have also done ventriculograms with no untoward effect. We have not encountered air embolism, and its occurrence seems unlikely.
At operation, no preliminary burr hole was necessary for ventricular drainage. The exposed surface did not bulge and if more shrinkage was required it was obtained with hypothermia or intravenous urea.
The postoperative course of the patients has been dramatically smooth. This is in marked contrast with our previous experience with similar cases. Headache and drowsiness have been encountered infrequently and the "slump" seen so often on the second or third day after surgery of the posterior fossa has not occurred. Reduction of intracranial tension by ventricular punctures or intravenous urea has been unnecessary.
Our results are summarised in Table 1 . 
